People living with HIV facing impairments and subsequent disabilities related to the virus and its treatment require involvement of a collaborative team of healthcare professionals to ensure reintegration into daily life and community living. Healthcare teams responsible for this care include doctors and physiotherapists. This paper explores the collaboration of doctors and physiotherapists in the rehabilitation of people living with HIV in a semi-rural healthcare setting in KwaZulu-Natal, South Africa. Six doctors and two physiotherapists were interviewed using a semi-structured interview guide. The qualitative approach led to the emergence of five themes, namely a biomedical versus biopsychosocial approach; scope of practice challenge; multidisciplinary team enigma; institutional structure limitations; and recommendations from healthcare professionals. Both groups of professionals believed that a lack of understanding of the scope of practice and role of the associate profession in the multidisciplinary team led to poor referrals and lack of communication. Furthermore, shortage of personnel and resource limitations posed barriers to effective team interaction. Timely referrals, good communication and understanding of roles were suggested as endorsements to improved collaboration.
Introduction
The HIV pandemic is still rampant, with approximately 37 million people living with the virus around the world. 1 In sub-Saharan Africa alone about 25 million people are infected and South Africa remains the epicentre of the virus. 2 KwaZulu-Natal, an eastern coastal province in South Africa, has the highest number of people living with HIV (PLHIV). 2 The introduction of antiretroviral therapy (ARTs) into the South African health system has significantly reduced the mortality rate of PLHIV, which means people live longer but experience comorbidities associated with the virus and its treatment. 3 The impairments and disabilities associated with chronic conditions such as HIV require a core team of rehabilitation professionals to restore function and integrate individuals back into the communities they inhabit. 4 These rehabilitation professionals, namely physicians, nurses, physiotherapist, dietitians, clinical psychologists and occupational therapists, form part of a multidisciplinary team (MDT) who are designated to work together collaboratively in order to offer optimum care to PLHIV. 5 Doctors and physiotherapists are part of the core team responsible for the care of PLHIV; however, little is known about the collaboration between these professions. A study conducted by Chetty and Maharaj 4 explored the relationship between the physiotherapist and the nurse in an urban context in South Africa. Inhibitors to collaboration included role governance, environmental structure and organisational variance. The authors suggested that education through mediums such as inservice training could contribute to improved teamwork. 4 In another study investigating conflict within interprofessional primary healthcare teams, healthcare professionals believed that sources of conflict arose from role-boundary challenges and scope-of-practice dilemmas. Again, hierarchical structures within primary healthcare teams posed barriers to conflict resolution and this subsequently impedes collaboration of multidisciplinary teamwork. 6 Primary care doctors and nurses are usually the first-line practitioners attending to patients within the South African healthcare system, and doctors are reported as being the dominant team members in the MDT. 7 They offer biomedical intervention and refer individuals-for the purposes of this paper PLHIV-to allied professions including physiotherapy. Physiotherapists are involved in the rehabilitation of physical impairments, activity limitations and participation restrictions related to the effects of the HI virus and its treatment. 8 While the physiotherapist is crucial to re-integration of PLHIV into communities, the partnership between the doctor and the physiotherapist is vital for continuity of care. Optimal communication and understanding of the roles and scope of practice of each professional is important for cohesive collaboration; furthermore it is important to identify inhibitors to interdisciplinary partnership in order to offer solutions for improved teamwork. 6 The study aimed to explore the collaboration between doctors and physiotherapists in the rehabilitation of PLHIV in a semi-rural setting in KwaZulu-Natal, South Africa, in order to offer perspectives on facilitators, inhibitors and suggested recommendations for a more holistic approach to patient care in this population.
Methods
A descriptive qualitative design using semi-structured interviews with doctors and physiotherapists was used to gather rich data from the healthcare professionals. The approach allowed for exploration into the lived experiences of the participating healthcare professionals. 9 It allowed researchers to delve into the partnership between physiotherapists and doctors in addressing the health care of PLHIV.
Study setting
The study setting was a hospital in eThekwini offering healthcare to approximately 4 500 PLHIV. 10 This setting has been the foundation for collaborative work on HIV and rehabilitation for a number of projects.
11

Participant recruitment
Ethical clearance was obtained from the University of KwaZuluNatal and permission was granted from the relevant hospital authorities. Following approval, a maximum variation purposive sampling was used to recruit professionals. Doctors and physiotherapists employed at the study setting were invited to participate. Health professionals volunteered and no incentives were negotiated or offered.
Data collection
Semi-structured interviews were conducted with doctors and physiotherapists. The interview questions explored the collaborative practices between doctors and physiotherapists in managing PLHIV and included participants' views on their role and scope of practice in the rehabilitation of PLHIV, knowledge of HIV-related impairments, perceived challenges or barriers to effective collaboration, current referral practices and their recommendations for improved collaboration. Interviews were conducted in a private venue at the research setting according to the availability of the participants until no new information emerged and data saturation was achieved. Healthcare professionals were briefed on the procedure; two researchers conducted the interviews whilst another noted non-verbal cues of the participant responses. Interviews lasted for 20 min and were digitally recorded. Recorded data were stored electronically in a password-protected file.
Data analysis
Recorded data from the interviews were transcribed verbatim and analysed by the researchers. A stepwise approach to thematic data analysis was used to assimilate themes. 12 The narratives from interviews were read repeatedly and common themes were extracted, distinguishing between similarities and differences. The data were given to an external auditor (peer reviewer) to review in order to maintain trustworthiness. Thick rich descriptions describing the setting, participants and detailed accounts of the narrative were implemented to maintain credibility. 13 Pseudonyms were used when reflecting illustrative quotes from participants.
Results
Six doctors and two physiotherapists participated in the study. One physiotherapist was female, African aged 30 and the other male, Indian aged 27. There were three female and three male doctors who were aged between 30 and 57 years and who were all African and Indian. Their work experience ranged from six to 20 years in public healthcare practice.
Five themes arose from the interviews with the doctors and physiotherapists, namely a biomedical versus biopsychosocial approach, scope of practice challenge, multidisciplinary team enigma, institutional structure limitations, and recommendations for improved collaborative practice. Table 1 reflects the themes and subthemes from the interviews.
The theme biomedical versus biopsychosocial approach reflects the paradigm shift in viewing the virus as an impairment to a more holistic biopsychosocial condition. The subthemes 'unseen complications of the HI virus' and 'side effects of HIV treatment' reiterate that there is more to the virus than merely a 'dysfunction of body systems' Quotes below emphasise the theme and the shift in view of the participating professionals.
Physiotherapist Tammy: 'HIV is not so much disabling but it's the complications that arise from it and its meds [referring to treatment] that render people to be disabled; peripheral neuropathy is one of them, HIV-related stroke or encephalopathy. ' Doctor Ngcobo: 'Disability is a limitation of function in a person; in association with HIV it is the cause of the virus which can result in physical, psychological impairments and other conditions. '
The second theme, scope of practice challenge. and subthemes of perceived roles of each profession emphasises the lack of understanding of healthcare professionals regarding their place within the multidisciplinary team. The quotes reflect the belief of the participants and professionals, who clearly iterated that they do not have adequate knowledge of the scope of practice of the interdisciplinary profession. Doctor Ashen: 'As doctors we do not know the full and appropriate treatments that physios provide there, we might not be referring enough patients, this might be caused due to our lack of exposure and knowledge about physiotherapy. ' Doctor Simphiwe: 'Physiotherapists mostly intervene with bedridden patients, those with muscular dystrophy, in order to help achieve their functional level, mobilisation being the longterm goal to be achieved. ' Physiotherapist Zando: 'They refer, we treat, I don't know everything they offer and they don't know everything I do. '
The theme 'multidisciplinary team enigma' arose from the medical hegemony and untimely and inappropriate referrals that physiotherapists alluded to and doctors corroborated in their interviews. In the narrative, one of the doctors displayed the dominant role as the gatekeeper to appropriate allied health care while another doctor believed that a good relationship was referral and allied health professions managing the referred patient. 
Discussion
The number of doctors and physiotherapists employed at the facility was a good representation of the structures within a public healthcare system with scarcity of rehabilitation personnel. There were only two physiotherapists offering care to the catchment area, which includes several outlying clinics. 10 In Cobbing et al., the lack of physiotherapists was attributed to availability of posts within the healthcare facilities in South Africa. The authors suggest that a proper analysis of the burden of disease within the country's health system needs to be conducted in order for a more comprehensive allocation of critical medical posts. 8 Doctors and physiotherapists agreed that the effects of HIV and its treatment go beyond impairments and often impact on an individual's livelihood as well as social and community life. The realisation is in keeping with the current view of disability as described by the International Classification of Function, Disability and Health (ICF), 14 which understands the multiple effects of disability. The ICF describes disability as not merely a consequence of disease and impairments but also as hindering functional activity and participation within the community, bearing in mind that psychological and environmental factors could also influence disability.
14,15 A study involving medical students' familiarity with the ICF framework directly influenced their management approaches to case-based scenarios in that familiarity contributed to a biopsychosocial approach to care compared with a biomedical slant. 16 In 2013, Hanass-Hancock et al. 3 reported that the approach to HIV management is still very medical with little or no rehabilitation opportunity afforded to patients who need it. Similarly, a number of other studies have also identified the critical value of rehabilitation teams in managing the disability associated with HIV infection and treatment. 4, 8, 17 The lack of understanding of respective professions was an overarching theme. Unfortunately, poor knowledge of professional roles is a common cause for poor team efficacy and reduced patient outcomes. 18 Bechard (2010) believed that a contributing factor to lack of knowledge could be poor exposure to the scope of practice in undergraduate training. 16 Chetty and Maharaj suggest that misunderstanding by the professional of roles within teams may lead to a professional divide and team dysfunction. 4 Effective multidisciplinary interaction occurs when professionals are able to demonstrate knowledge of the practice of other professions within the team. 19 An immediate effect of poor knowledge of the scope of practice is untimely and inappropriate referral trends, as evidenced in other studies. 4 Interprofessional undergraduate education would again offer amelioration of such practice gaps. 20 Realigning undergraduate health science curricula to include comprehensive interprofessional education in a South African context would also improve the multidisciplinary team dynamic. 21 Hegemony is a barrier to collaboration as a dominant profession will impose decisions and this limits teamwork. 7 In our study the medical professionals seemed to take the lead in the team and subsequent rehabilitative care proceeded after their assessment. Physiotherapists are first-line practitioners but within a South African healthcare system it is common practice that rehabilitation ensues following assessment by a doctor of physician. 8 Similar findings were extracted from Baxter 7 where power, status and decision-making belonged exclusively to doctors. 7 Hierarchical dominance was also highlighted in a study in which a participant reported observing a medical resident openly scorning a nurse on the ward, demonstrating the power imbalance between doctors and the rest of the team. 22 Teamwork requires respect and valuable, equal input from all members and this should be the norm within multidisciplinary teams for optimal care of individuals. 6 The divide between professionals is management of PLHIV at a semi-rural setting in South Africa. Effective partnership is necessary to facilitate good referral practices between healthcare professionals but is often a challenge to coordinate effectively in healthcare systems. 18, 24 A lack of insight into the scope of practice poses barriers to teamwork. Furthermore, staff shortages and resource limitations also hinder collaboration in healthcare team interaction. Improved communication and understanding as well as knowledge regarding roles and practice offers a solution to improved team dynamics. Interprofessional education is theoretically a possible answer to address the professional divide and 'tribalism' 7, 27 and to offer improved patient care and health outcomes in our health system.
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Limitations
The study is focused on a single setting with its unique contextual variances and thus imposes restrictions in generalisability of findings. However, the study can be repeated in varied healthcare contexts and with other healthcare professionals involved in the rehabilitation of PLHIV. often referred to as 'Tribalism' and results in distinctiveness amongst healthcare professionals. 7 These distinctions need to be addressed in order to offer a holistic approach to health and rehabilitative care of a population of individuals with dynamic healthcare needs. 6 Untimely and inappropriate referrals hindered optimal team collaboration. Inappropriate referrals are defined as those referrals for which physiotherapy is contraindicated and referrals that are not issued within the correct period for physiotherapy management to commence. 23 Inappropriate referrals undermine the effectiveness of collaborative healthcare services resulting in poor patient outcomes, which includes the demise of some patients. Furthermore, poor patient outcomes result in negative attitudes and perceptions of health professions by patients and influence further care. 18 The institutional structure was significant in the team dynamic as shortage of staff and scarcity of resources influenced collaboration. The shortage of physiotherapy staff affected doctors' decisions to refer PLHIV for rehabilitation. The physiotherapists in our study felt that that their interaction with doctors was equally affected due to their limited availability. Furthermore, participants reported that the lack of personnel from respective professions has resulted in the cessation of multidisciplinary ward meetings. Similarly Chetty and Maharaj 4 evidenced that time constraints experienced by physiotherapists acted as a barrier to effective team collaboration in caring for PLHIV. Nurses in their study believed that the lack of time prevented physiotherapists from attending multidisciplinary ward rounds. 4 Recommendations made by participants included improved communication, education and timely referral. Effective collaboration is based on optimal communication and understanding of individuals' role in the multidisciplinary team. 17 The lack of communication creates a platform for compromised teamwork and patient outcomes as well as quality of care. 10 Participants supported education such as in-service training as a forum to learn about the scope of respective professional practice. However, other researchers support interprofessional education at an undergraduate level as a possible solution to curb the knowledge divide. 20 In Bechard's study the use of common assessment tools like the ICF was suggested as a means to bridge the knowledge and communication gap between health professionals and improve interdisciplinary collaboration and success. Authors believed that the biopsychosocial paradigm of the ICF would urge users to understand the holistic need of individuals such as PLHIV as in this paper. 16 Finally, appropriate referrals issued in the correct timeframe for rehabilitation and when indicated will further team collaboration. 24 In the context of healthcare, collaboration amongst healthcare professionals is a catalyst for improved patient outcomes such as reduced hospital stay, costs and mortality rates as well as influencing patient satisfaction rates.
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Conclusion
The rehabilitative care offered to PLHIV needs to be collaborative and coordinated and to involve a team of skilled and knowledgeable healthcare professionals. 4, 5 Doctors and physiotherapist are significant members of the team responsible for the management of impairments related to HIV. 4, 7, 8 Cohesive and proficient team interaction would significantly enhance the standard of care offered to PLHIV 4, 7, 8, 26 This study explored the collaboration between doctors and physiotherapists in the
